Once considered a gastrointestinal disease of childhood affecting mainly whites, Coeliac Disease is now recognized as a systemic disease that may affect persons of any age and many races and ethnic groups. In this paper we present a case of a 60-year-old woman presented with protein-losing enteropathy associated with partial villous atrophy on distal duodenal biopsy. In Coeliac enteropathy the changes in intestinal permeability is sufficient to cause excessive loss of protein into the gut leading to hypoproteinaemia. The patient had presented with peripheral oedema without liver or renal impairment.
Introduction:
Coeliac disease is a systemic immune-mediated disorder triggered by dietary gluten in genetically susceptible persons. Gluten is a protein complex found in wheat, rye and barley. Coeliac Disease is characterised by a broad range of clinical presentations, a specific serum autoanti body response and variable damage to the small-intestinal mucosa. 1 The frequency of the disease is increasing in many developing countries because of westernization of the diet, changes in wheat cosumption and increased awareness of the disease.
2 lts prevalence is I .5 to 2 times as high among women as among men and is increased among persons who have an affected first degree relative (l Oto 15%), type-1 diabetes (3 to 16%), Hashimoto's tbyroiditis (5%) or other autoim mune diseases (including autoimmune liver diseases, Sjogren's syndrome, IgA nephropathy), Down syndrome (5%), Turner's syndrome (3%), and IgA deficiency (9%).
2
Genetic background plays a key roJe in the predisposition to the disease. All patients with Coeliac Disease express HLA-DQ2, HLA-DQ8 allele. Though only a minority
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expressing DQ2/DQ8 has Coeliac Disease but absence of DQ2/DQ8 excludes the diagnosis.
3
Case Report:
In August, 2013, a 60-year-old woman presented to us with a 3-month history of swelling of both legs, fatigabil ity, significant loss of weight and appetite. She had also experienced several episodes of loose stool along with cramping abdominal pain three years ago which had lasted for two months, 5-6 times in a day, voluminous, semisolid, not mixed with blood or mucous. After that she visited many physicians and her condition improved witb general supportive measures. She had artluitis on both knee joints described as swelling, redness, raised tempera ture and painful movement. This had also been treated with intra articular steroid six month back. She had no significant family history. She was hypertensive and her blood pressure was controlled by losartan potassium and bydrochlorothiazide. She was non-diabetic. On initial assessment her pulse was 80 beats/min, blood pressure was 120/80 mmHg, temperature was normal, non-anaemic and non-icteric, a painless ulcer over the tongue, bilateral pitting ankle oedema extending to legs and lymph nodes were not enlarged. Examination of abdomen showed bepatomegaly, 5cm below the costal 
